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Dissection coronaire spontanée associée à une bicuspidie aortique
Fabien Labombarda ∗, Damien Legallois,
Rémi Sabatier
Cardiology department, CHU Côte-de-Nacre, avenue Côte-de-Nacre, 14000 Caen, FranceReceived 31 December 2008; accepted 19 August 2009
KEYWORDS
Coronary dissection;
Bicuspid aortic valve
MOTS CLÉS
Bicuspidie ;
Dissection coronaire
A 53-year-old man with no cardiovascular risk factors had sudden retrosternal chest pain.
ST-segment elevation in the inferior and anterior leads was present on electrocardiography
(Fig. 1A). Thrombolysis was initiated and the patient was transferred to our institution.
Upon arrival, the chest pain had disappeared completely. Electrocardiography showed
regression of the ST-segment elevation. Transthoracic echocardiography (TTE) showed
a dyskinetic apical segment and a bicuspid aortic valve (Fig. 1B), without stenosis or
regurgitation associated with an enlarged proximal aorta (48mm) (Fig. 1C). Coronary
angiography showed spiral dissection of the distal left anterior descending (LAD) coro-
nary artery (Fig. 1D). The other coronary arteries were normal. We opted to follow a
conservative management approach. The patient was discharged from hospital under treat-
ment with atenolol, aspirin, clopidogrel and ramipril. Eight weeks later, the patient was
asymptomatic. A new TTE demonstrated a persistent dyskinetic apical segment. System-
atic cardiac multislice computed tomography showed complete healing of the LAD arterial
wall and lumen.
Spontaneous coronary artery dissection is a rare disease, mainly associated with
the following pathophysiological conditions: peripartum period, severe hypertension,
atherosclerosis or abnormal tissue fragility such Marfan syndrome or Ehler-Danlos syn-
drome. The optimal management of coronary artery dissection remains controversial.
Possible options include invasive therapy (percutaneous transluminal coronary angioplasty
or surgical revascularization), thrombolysis (at the risk of deleterious effects with exten-
sion of the dissection) and medical therapy. The medical approach was reported to be
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